Recently there have been several reports of surgical treatments for exuberant blebs related to excessive filtration, including compression sutures/ intra-bleb autologous blood injection, 2 scleral patch grafts 3 and fascia lata patch grafts. 4 These can be used in conjunction with more recognised treatments such as electrocautery and cryoablation.
The association of facial angioma and glaucoma has been well established. 1 However, little is known regarding the true age of onset of glaucoma. Most of the information available is from patients with Sturge-Weber syndrome (SWS). We describe two patients who presented to the ophthalmology department with unilateral glaucoma in their sixth and seventh decade, respectively. Each had an associated ipsilateral facial angioma. Late onset glaucoma in association with facial angioma has not previously been reported in this age group. 
Case 1
A 65-year-old woman was referred to the ophthalmology clinic from her optician, who noted raised intraocular pressure in her left eye on routine testing. She denied any visual complaints. She was otherwise fit and well and had no history of seizures.
On examination, she was noted to have a left facial angioma distributed over the area of innervation of the ophthalmic branch of the trigeminal nerve (VI) (Fig. 1) . Intraocular pressures were 25 mmHg in the left eye and 18 mmHg in the right. There was glaucomatous cupping of the left optic disc but the right optic disc was normal. Vision in both eyes was 6/5 and a visual field analysis was full.
A diagnosis of unilateral glaucoma was made and she was commenced on timoptol 0.25% b.d. Subsequently, her intraocular pressures stabilised and her visual field has remained unchanged.
Case 2
A 74-year-old man was referred to the glaucoma clinic by his optician, who had noticed a cupped left optic disc on routine ophthalmic testing. Apart from mild Parkinson syndrome he was fit and well. He denied any visual symptoms and he did not have a history of seizures. On examination, he was noted to have an angioma involving the left upper lid (Fig. 2a) and associated dilated episcleral vessels of the left eye (Fig. 2b) .
Intraocular pressure in the left eye was 22 mmHg and in the right was 14 mmHg. There was significant cupping of the left optic disc and tortuosity of the left superotemporal retinal vessels (Fig. 2c ). Visual field testing showed some early peripheral field loss. The right visual field and fundus was normal and visual acuity was 6/6 in both eyes.
Treatment with timoptol 0.25% b.d. has successfully reduced the intraocular pressure in the left eye. The patient's left visual field has shown no signs of deterioration on follow-up.
Comment
Information regarding the association of facial angioma and glaucoma has been obtained mainly from patients with SWS. Patients in this group tend to present early with glaucoma. Iwach et al.2 classified glaucoma in association with SWS into early onset (before 48 months) and late onset (after 48 months). Fifty six per cent of their patients had early onset glaucoma. The latest onset was at age 20 years. Sujansky et al? found that 72% of their patients had early onset glaucoma and the oldest patient to develop glaucoma was 37 years old.
In view of the lack of central nervous system (CNS) symptoms, our patients are unlikely to have classic SWS. However, there has been some confusion in the literature regarding the minimal diagnostic criteria for SWS. Roach 4 has attempted to clarify this by classifying the encephalofacial angiomatosis into three types. Type 1 is the classic SWS with both facial and leptomeningeal angioma, type 2 is facial angioma without CNS changes and type 3 is isolated leptomeningeal angioma without facial lesions. Glaucoma may be present in either type 1 or type 2 disease. The incidence of glaucoma in SWS has been estimated to be between 33% and 69%. 3 , 5 The incidence of glaucoma in patients with isolated facial angioma, however, is approximately 8%. 5 , 6 The risk of developing glaucoma or CNS complications depends on
of the mandibular branch of the trigeminal nerve (V2). In 91 % of cases both the upper and lower lid were involved (VI and V2 distribution, respectively).
Although studies of SWS suggest that glaucoma usually presents early in life, we believe that late onset glaucoma in association with isolated facial angioma may be more common than realised. An explanation may be bias in screening, as patients with SWS may be more likely to be screened for glaucoma. Furthermore, isolated facial angioma may represent a different clinical entity compared with SWS and therefore the age of presentation of glaucoma may also differ. However, to date there have been no studies looking at the age of presentation of glaucoma in isolated facial angioma. Since neither of our patients had any CNS symptoms, and in view of their age, we felt that neuroradiological investigations were not indicated. Classical SWS, although unlikely, cannot be excluded. Nevertheless we believe that all patients with isolated ipsilateral facial angioma, especially if involving the VI or V2 dermatome, should be screened regularly for glaucoma. Since glaucoma may develop at any age, as reflected in both our cases, regular examination should be performed indefinitely. The diagnosis of SWS should also be considered and appropriate neurological investigations performed if necessary. 
Subjects and methods
We obtained 58 aqueous or vitreous samples from 56 eyes of 56 patients during cataract or vitreous surgery after securing permission from the patients, who were fully informed of the nature of the procedures performed during the surgery. 
